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Passive smoking in cystic fibrosis 
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The families of 32 children with cystic fibrosis (CF) were interviewed labout both their tobacco consumption and 
their childrens physical activities. Hospital records informed about treatment frequency, lung function and 
clinical score. Cystic fibrosis families smoked far morejhan the Swedish average and the passive smokers among 
our patients seemed to fare less well in all parameters. The diikfflh of smoking mothers required significarftfy ' 
longer periodsof intravenous antibiotic treatment (/ > >005|lT : requent physical exercise seemed to compensate 
for the potentialiharmful effects of passive smoking and children with high physical activity living in families who 
smoked needed significantly less frequent antibiotic treatment than the inactive children (P>Q02). Ahhou^gf 
this series is small, the results indicate that a smoke*free environment may be important for CF patiento&eneral 
information is insufficient and extensive psychological support to the families is probably necessary. 


Introduction 

The hazards of indoor environmental factors are 
widely recognized. In recent years, investigators have 
found not only an increased rate of respiratory symp¬ 
toms and infections in normal children exposed to 
tobacco smoke (1.2) but also an effect on the children’s 
lung function (3.4). By measuring saliva cotinine 
levels, parental smoking has been calculated to equal 
active smoking of at least 80 cigarettes a year (5). 
Cystic fibrosis (CF) is a chronic hereditary disease 
that from early infancy drastically increases the risk of 
serious respiratory infections. A rapid colbnization by 
bacteria, commonly Staphylococcus aureus and/or 
Pseudomonas aeruginosa is observed and the airway 
secretion is abnormally thick and tenacious. Thus, it 
seems that CF children would be more at risk than 
others of being affected by passive smoking. Conse¬ 
quently. the following questions were asked: ’Do CF 
children daily exposed to tobacco smoke in their 
homes have more frequent airway infections?* ‘Do 
they perform less well in lung function tests or do they 
have a poorer general Istate of health than CF children 
not exposed to tobacco smoke?' 

Patients and Methods 

This study was approved by the Ethics Committee at 
Karolinska Institutes 

Thirty-two of 64 CF patients regularly attending the 
departments of Pediatrics and Lung Medicine at 
Huddinge Hospital were excluded from the study 
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since, for example. they no longer lived with their 
families or lived too far away to be interviewed. The 
families of 32 CF children aged 1-20 years (mean 10 5, 
median 12 years) were visited and interviewed by C.S. 
The interviews were based on a standard questionnaire. 
Hospital records provided data about antibiotic treat¬ 
ment, lung function tests and the general state of health 
expressed by the Shwachman score (6). A clinical score 
of > 71 points was considered good to excellent and a 
score of less than 71 points mild to serious We regarded 
a consumption of I dgarette/day or more at home as a 
smoking family. The patterns of colonization was 
similar in both groups, as was age and the use of 
oral antibiotics (penicillinase-stable penicillins and 
ampicillins). The number of days of antibiotic treat¬ 
ment in hospital during one year was used to measure 
respiratory infection. This variable was dicotomized 
into one group with high risk. i.e. >31 days in hospital 
with intravenous antibiotics, and one group with low 
risk, <31 days in hospital. The liing function was 
assessed by FEY, and a rating of ^ 70% of predicted 
value was regarded as good while a rating of < 70% 
was considered poor. Physical activity was defined as 
regular activity on scheduled days each week. Those 
who were considered highly active had four or more 
activities during the week and the less active 0-3. 

Statistical analysis was madt with Chi-square with 
Yate’s correction of Fisher’s exact test. 

Results 

SMOKING HABITS 

Twenty-two of the 32 families smoked: in five 
families both parents smoked; in five families it was 
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Table 1 Relation between the clinical! score of! the CF 
patients and smoking in the families 


Clinical 

score 

Non smokers 

Smokers 

Total 

£711 

9(90%) 

16(73%) 

25(7,8%:)' 

<711 

l (HOST 

6(27%) 

7(22%:)' 

Total 1 

10(31'*'.,), 

22 (69%,) 

32(100%) 

Table 3 Intravenous antibiotic treatment in CF patients 

exposed and not exposed to tobacco smoke in their homes 

Da vs of i.v. 




treatment 

Nonsmokers 

Smokers 

Total 

£31! 

1(10%) 

7(32%) 

8(25%) 

<31 

9(90%) 

15(68%): 

24(75%) 

Total 

10(31%) 

22(69%) 

32(100%) 


only the father who smoked! and; in eight families only 
the mother. In three families the mother and one sib¬ 
ling smoked and in one family only siblings. In families 
where smoking was confined to one room or otherwise 
restricted in consideration of the child, much fewer 
cigarettes were smoked than in families where no limits 
were set. The smoking habits had not changed over 
time. 

PASSIVE SMOKING AND CLINICAL SCORE 

Smoking at home appeared to .be associated with a 
poorer health status of the CF child. As shown in Table 
1. six out of seven children with a clinical score <71 
lived in smoking families. However, this difference was 
not statistically significant. 

SMOKING AND AIRWAY INFECTIONS 

Parental poking seemed to correlate with an 
increased tendency for airway infections in CF children 
(Tabte 2) The most reliable records of airway infection 
were judged to be the number of days of Lv. antibiotic 
treatment in hospital. Seven out of eight patients 
requiring 2*31 days of treatment lived in smoking 
families and only one in a nonsmoking family. Also in 
the group of patients demanding less treatment, the 
exposed children dominated by 15 to 9, In the few 
families where only one parent smoked* maternal 
nmoking appeared to be more harmful to the patient 
{Table 3). There was a statistically significant differ- 
, ence between days of treatment if the motherjpoked 
compared to if only the father smoked (P < 0*«5). 


Table 3 Intravenous antibiotic treatment in CF patients 
exposed and not exposed to tobacco smoke in families with 
only one parent smoking 


Days of Mothers Fathers 

i.v. --- 

treatment Ndnsmokers Smokers Nonsmokers Smokers 


£31 moM 3 ( 38 %r mo%i n:o°oi 

<31 9(90%) 5(62°.) 9(90° ol 4 f80°*l 

Total 10 8 10 5 


*P<0 05 compared to families where only the father smoked. 


Table 4 Intravenous antibiotic treatment in, CF patients 
with low and high physical activity in nonsmoking and smok¬ 
ing families 


Days of 

Low activity High activity 

i.v. 

treatment Nonsmokers Smokers Nonsmokers 

Smokers 

>31 

0(0%) 5(45%l* 1 05%,I 

2 < 18°o) 

<31 

6(100%) 6(55%» 3(75».) 

9t82%) 

Total 

6 III 4 

11 


<0 02 compared to patients with high activity living in 
smoking families. 


Table 5 Distribution of FEV; values (% of predicted! ini 
CF patients exposed and not exposed to tobacco smoke 
Seven of the youngest children could noi be assessed and were 
therefore excluded 


FEV,(%) 

Nonsmokers 

Smokers 

Total 

£70 

5(71%) 

10i(56 # o) 

15(60%) 

<70 

2(29%) 

81(44%) 

10<40%) 

Total 

7,(28%) 

181(72%) 

25(100%) 


THE BENEFIT OF PHYSICAL ACTIVITY 

For patients with high physical activity, passive 
smoking seemed 1 to matter less (Table 4) The active 
children had fewer days of hospital treatment than the 
less active, who required significantly more treatment 
in hospital if the parents smoked (P< 0 02). 


PASSIVE SMOKING AND LUNG FUNCTION 

The lung function of 25 patients was not correlated 
to passive smoking (Table 5). Seven of the smallest 
children had to be excluded as they could not perform 
a reliable spirometry. 


Source: https://www.industrydoci ents.ucsf.edu/docs/kpnx0000 
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Discussion 

Persons interviewed about their tobacco habits 
often tend to underestimate their consumption. This is 
particularly true in situations burdened with guilt like 
the one investigated here. However, we did not want to 
increase the burden and therefore only one family 
member was interviewed land questions about smoking 
duration and earlier habits also had to be omitted. On 
the other hand, a high degree of uniformity was 
achieved by using only one interviewer (C.S.). Despite 
the small number of patients, the observed trends were 
evident. Similar effects have been seen in asthmatic 
children (7). The more pronounced effect of maternal 
smoking has also been observed earlier (8), It was 

<jlence of ^ exceeded the Swedish 

^erage^^iiH^rqximatelr^ 0 /* (69% and less tfim 
respectively)^) The direct acute effects mani¬ 
fested as cough in a smoking environment hardly 
escapes notice. In addition the doctor Had advised 
against smoking on several occasions. Therefore, 
profound psychological factors seem to govern the 
smoking h abits^^^ ^e smoke^the fear of derel- 

% incKM^tibdr tob^oco 

^oomamption. 

The suggested beneficial effect of physical activity in 
this study is probably due to activity itself (10), and not 
to a mere absence from home. It can be argued that the 
most severely ill patients simply were incapable of being 
active, but no patient in this series was disabled to that 
degree and there was no statistical difference in clinical 
status or pulmonary function between children from 
smoking and nonsmoking families. This study there? 
fore>ugge$is. that passive smoking increasesthc aggjj 
4forHntenstve antibiotic treatment in patients witK^CT 


gfd therefore is detrimental to their healgb, especial 
fri combination with low physical activity 
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